It is probably agreed that stricture of the ureter is not a common condition, and there are several points of interest about this case. In the first place the intimate relationship of the constriction of the ureter with the ovarian cyst indicates that the stricture was acquired rather than congenital. The case also illustrates the fact that the absence of pathological elements from the urine, together with a negative plain skiagram, is not sufficient justification for assuming that the kidney is not responsible for symptoms and that the appendix should be removed.
The importance of discriminating between a stricture and a small stone, as the cause of the obstruction, is apparent, because if the stone is a small one there is, as a rule, no justification for an open operation to remove it.
Finally, the result of the treatment seems very satisfactory, and in connexion with the operative technique I would like to emphasize the importance of draining the bladder suprapubically for a short period following the re-implantation.
Five Specimens shown by KENNETH H. WATKINS, MLS.
(1) Primary Papilloma of the Ureter
The patient was a man aged 68, who had complained of hoematuria on two occasions in five months. The diagnosis was made as a result of copious haemorrhage around the ureteric catheter, which at first obstructed at 8 cm. There was hydronephrosis with slight dilatation of the upper ureter and considerable dilatation of the middle ureter, which also showed a filling defect (figs. 1 and 2). Uretero-nephrectomy was carried out, the ureter being divided at the bladder wall. The patient made an uninterrupted recovery. The tumour, which could not be palpated before the ureter had been opened, was sub-sessile, with low surface growth on the adjacent mucous membrane. Histological examination showed it to be a papilloma. There was no evidence of invasion of the wall of the ureter.
(2) Primary Carcinoma of the Ureter
The patient, S. G., was a very obese Jewess aged 54. Cystoscopy, after the second haematuria in nine months, at first showed complete obstruction at 5 cm. up the left ureter, but no gross haemorrhage. In the belief that the lesion was a simple stricture (no filling defect having been observed in the ureterogram, which showed well-marked hydronephrosis and slight dilatation of the ureter above the " stricture ") instrumental dilatation was carried out. Five months later hoematuria recurred, and cystoscopy revealed a piece of tissue projecting from the left ureteric orifice; a biopsy of this showed carcinoma. A mass was also palpable on vaginal examination. At operative exposure this mass was found to be a more or less cylindrical tumour, too firmly fixed to the iliac vessels to justify an attempt at removal. Radium was therefore implanted. Haematuria recurred six months later and cystoscopy showed two tumours in the bladder, one at the left ureteric orifice and the other a short distance from it. Histological examination showed carcinoma, grade 2. The patient, a woman aged 70, had had haematuria for one month. There was blood-clot at the right ureteric orifice, and there was complete obstruction to instrumentation and contrast medium at 14 cm. A ureterogram showed a normal lower ureter, which terminated abruptly. The pre-operative diagnosis was carcinoma of the ureter. At operation (nephrectomy and partial ureterectomy, 4 cm. below the tumour) there was found to be extensive infiltration of the kidney from a carcinoma of the renal pelvis and a secondary infiltrating tumour of the ureter about 6 cm. below the renal pelvis. The patient died five months later, with metastasis in the 3rd lumbar vertebra. Histological examination showed carcinoma, grade 2.
